The case ofa woman is described who suffered from acute pancreatitis related to the ingestion of low dose nitrofurantoin, as shown by involuntary rechalienge. Because this is only the second case reported in published works, this side effect must be rare and is probably dependent on individual susceptibility. (Gut 1994; 35: 712-713) Many drugs have been reported to cause acute pancreatitis.' Among them, nitrofurantoin has been reported only once,2 although it is widely used. We report here another case where pancreatitis was clearly related to the ingestion of nitrofurantoin.
Three days before admission she experienced urinary frequency and dysuria. She took macrocristalline nitrofurantoin 100 mg four times daily for three days. She had not taken this drug before. A few hours after the first tablet she suffered from epigastric pain and vomited once. She came to casualty when the pain and anorexia persisted. Physical examination was normal except for tenderness on palpation in the epigastrium and the left hypochondrium. Laboratory examination (normal values in parentheses) showed: erythrocyte sedimentation rate 35 mm in first hour (<10); C reactive protein 6 2 mg/dl (<0 5 mg/dl); serum amylase 480 U/l (<200); lipase 1198 U/l (< 170). Liver enzymes, full blood count, serum creatinine, urea, and electrolyte tests were normal. It was concluded that the patient had 'a gastritic syndrome associated with mild pancreatitis' and she was discharged with metoclopropamide, antacids, paracetamol, and ofloxacin. The symptoms resolved in a few days and the patient had no symptoms for several months. She continued to take oral contraception.
In late October 1991 she again had urinary frequency and dysuria. Over a period of 10 hours she took a 100 mg macrocristalline nitrofurantoin four times. Three hours later she experienced epigastric pain radiating to the left hypochondrium. She also complained of arthralgia, myalgia, and of generally feeling 'unwell'. She had not drunk alcohol in the preceding hours. 
